
Allergic Reaction Documentation 
Improvement 

Using safety event reporting to support high reliability 

Presenter Notes
Presentation Notes
Good morning. My name is Brenda Slade. I am the Director for Quality, Patient Safety & Risk Management at Texas Health Harris Methodist Hospital Hurst-Euless-Bedford. I have been a Registered Nurse for 27 years and hold a Masters Degree in Nursing and a Masters in Healthcare Administration. My colleague Nancy Gardner is our Quality Improvement Coordinator who supports our Patient Safety and Risk Management programs. Nancy has been a Registered Nurse for 33 years and holds a diploma in nursing. We are pleased to be able to share with you our experience in using our safety event reporting system, high reliability principles, and error prevention tools to improve reliability of documentation of new allergies experienced by patients while in our community hospital. 



Objectives
1. Understand the importance of documentation of new 

allergies for hospitalized patients.
2. Understand the importance of patient safety/risk 

management teams collaborating with clinical leaders to 
address opportunities for improvement in documentation 
of new patient allergies and state examples.

3. Understand how the safety event reporting system can be 
used to support loop closure and prevention of future 
allergic reactions for the patient.
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We have three objectives this morning. Our first objective is that you will be able to state how and why it is important that any new allergies and the reaction type are captured in the medical record during the hospital stay. Our second objective is that you will have a greater understanding of the importance of collaboration between Patient Safety & Risk Management teams and clinical leaders as our customers in addressing opportunities for improvement in documentation of new allergies and the reaction details.And our final objective is that you will be able to state some ways safety event reporting systems can support loop closure and prevent future allergic reactions for our patients. While these objectives are very specific to our safety story, we also hope you will be able to identify ways you can make them transportable to other event types and to your practice setting. 



About our 
hospital
• 322 bed acute care hospital 

• Med-Surg
• Women’s 
• Behavioral Health
• Emergency
• Oncology
• Critical Care (adult & 

neonatal)
• Cardiology
• Endoscopy
• Wound Care
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Texas Health Harris Methodist Hospital Hurst-Euless-Bedford (Texas Health HEB), a 322-bed acute care community hospital that is part of Texas Health Resources. Texas Health HEB will be celebrating our 50th anniversary next year while Texas Health celebrates our 25th anniversary this year. Texas Health Resources is a faith-based, nonprofit health system that cares for more patients in North Texas than any other provider. With a service area that consists of 16 counties and more than 7 million people, the system is committed to providing quality, coordinated care through its Texas Health Physicians Group and 29 hospital locations under the banners of Texas Health Presbyterian, Texas Health Arlington Memorial, Texas Health Harris Methodist and Texas Health Huguley. Texas Health access points and services, ranging from acute-care hospitals and trauma centers to outpatient facilities and home health and preventive services, provide the full continuum of care for all stages of life. The system has more than 4,200 licensed hospital beds, 6,400 physicians with active staff privileges and more than 26,000 employees. 



The Opportunity:
Unreliable updating of allergic reactions

• Allergy and reaction not always added to medical record
• Nurse leaders coached nurse when allergy and reaction not 

added to the medical record 
• A reliable review process for allergy events was needed

• Problem Statement: Nursing staff failure to update allergy 
list increases risk of serious reaction in the future. 

• Aim Statement: To improve the reliability of the allergy list 
by ensuring it is updated to include new reactions 
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As a member of our Patient Safety & Risk Management team I reviewed safety events for adverse drug reactions, specifically allergic reactions, I noted the clinical nursing leaders event reviews often included that the patient allergy list had not been updated by the nurse at the time of the reaction. Updating the allergy list when a patient experiences a new allergy is an expectation. Not documenting the new allergy led to coaching conversations between the nurse leader and the involved nurse. Unfortunately, by this time the patient was often discharged and so the nursing staff were unable to update the list as the record was closed. When this happened, I would reach out to our pharmacy team who were able to update the allergy list even in a closed record. While this reduced the risk of a more severe allergic reaction on a subsequent visit the process was not efficient and created extra steps for Patient Safety & Risk Mgmt as well as our Pharmacy team.To address our problem of nurses not updating the allergy list in real time and improve the reliability of the allergy list I developed an action plan and a  process. 



Actions and Process Change

S: The new allergy and type of allergic reaction is not always added to the patient’s list of 
allergies in the medical record.

B: While allergic reaction safety events managers are coaching the staff member who did not 
add the new allergy at the time of the reaction. However, when cross checking the allergy list 
the new allergy and type of reaction is not always documented.

A: This is a patient safety concern because the patient may return and receive the 
medication again causing them to experience another reaction, possibly worse than the first 
reaction.

R: Leaders should use our error prevention tool Cross Check to ensure the new allergy and 
reaction has been added to the chart before signing off on the safety event. Leaders should 
document in their review that they have cross checked and verified the allergy list has been 
updated appropriately.
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I spoke up to my Director to talk through my concern and my ideas for a solution. We decided on a plan of action that included asking the nurse leader to use our error prevention tool cross check to ensure the medical record was updated as part of the manager review of the allergic reaction safety event. If the record was found to not include the new allergy and the patient reaction the nurse leader should work with either the staff nurse or the pharmacist to update the record and include that action in their safety event review. One of the tools we use to support clear communication is SBAR, so we developed the SBAR you see on the screen to communicate this new process and expectation to our nurse leaders. This new process for reviewing allergic reaction events supports high reliability and patient safety.  



Outcomes & Next Steps

• Since implementation
• 4 new allergies reported
• Only 1 did not include the documentation of the new allergy in the medical record, 

and confirmation in the safety event review that the leader had checked the medical 
record documentation

• Ongoing
• Review of the one outlier above identified the review was completed by a new nurse 

leader 
• To mitigate this, we have started asking the question directly when routing the 

safety event to the nurse leader for review. 
• We continue to cross check because this is a high-risk low-volume event for our 

patients
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Since implementing this process in June, 2022 we have had four incidences of new allergies in our hospital patients. Of those four events all but one included in the nurse leader review that the manager had checked the medical record to confirm the new allergy and reaction had been added. We caught this because I continue to cross check and verify prior to closing these events. On review of the one outlier, we learned the review was completed by a new nurse leader who was not in the role in June when this process was developed and deployed. Because this is a hospital specific step it is not included in the standard training for our safety event reviews. To mitigate this failure point, we have started including this as a direct question to the nurse leader when routing allergic reaction events for review. 



Summary and Conclusion 

• Adding new allergies and the reaction details to the medical 
record keeps our patients safe

• Patient Safety & Risk Management should serve our customers 
by collaborating to address documentation opportunities 

• The safety event reporting tool and review process can be 
used to loop closure and prevention of future allergic reactions
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We identified a safety concern that our patients could be at risk of a future allergic reaction when new allergies were not documented during a hospital stay. Ensuring this step is taken mitigates that risk. We were able to collaborate within our department to design a mitigation strategy then communicate that strategy to our customers and partner with them to implement new steps in our allergic reaction event review process. This leverages our safety event reporting tool and review processes to support high reliability and prevent future allergic reactions for our patients. Are there any questions at this time? �Thank you for your time and attention this morning. 



Thank You 

8
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